This study investigated the relationship between attachment orientation in adult patients and the early therapeutic alliance. Attachment was measured by self-report following the first session of therapy. The alliance was studied using patient and therapist ratings of its quality and reports of ruptures following early sessions. The sample comprised 30 clinical psychology outpatients treated by 11 experienced therapists. Correlation and multiple regression statistics provided partial support for the hypothesized relationships between attachment orientation and reports of alliance quality and ruptures. In line with predictions, fearful attachment was associated with lower alliance ratings (significantly with patient ratings at sessions 3 and 5 and therapist ratings at session 2) and secure attachment was associated with higher alliance ratings (significantly with therapist ratings at session 5). Preoccupied attachment and dismissing attachment were associated with improvement in alliance ratings over time, although there was some question about the reliability of these findings. Additionally, the frequency of rupture reporting varied with attachment orientation. Preoccupied attachment was associated with more frequent reports of ruptures and dismissing attachment was associated with fewer reports of ruptures. Implications for clinical understanding and future research are discussed.
This study investigated the relationship between attachment orientation in adult patients and the early therapeutic alliance. Attachment was measured by self-report following the first session of therapy. The alliance was studied using patient and therapist ratings of its quality and reports of ruptures following early sessions. The sample comprised 30 clinical psychology outpatients treated by 11 experienced therapists. Correlation and multiple regression statistics provided partial support for the hypothesized relationships between attachment orientation and reports of alliance quality and ruptures. In line with predictions, fearful attachment was associated with lower alliance ratings (significantly with patient ratings at sessions 3 and 5 and therapist ratings at session 2) and secure attachment was associated with higher alliance ratings (significantly with therapist ratings at session 5). Preoccupied attachment and dismissing attachment were associated with improvement in alliance ratings over time, although there was some question about the reliability of these findings. Additionally, the frequency of rupture reporting varied with attachment orientation. Preoccupied attachment was associated with more frequent reports of ruptures and dismissing attachment was associated with fewer reports of ruptures. Implications for clinical understanding and future research are discussed.
Although there is good evidence of the efficacy of the psychological therapies (Roth & Fonagy, 1996) , there is less certainty about the influence on outcome of patient characteristics and therapy process. While the therapeutic alliance is understood to be an important aspect of outcome (see Horvath & Symonds, 1991) , relatively little is known about the factors which contribute to the establishment of a good alliance.
Therapy is often described as a phasic process (e.g., Sexton, Hembre, & Kvarme, 1996; Tracey, 1987 Tracey, , 1993 , consisting of a beginning phase concentrating on the development of an alliance, a middle or "work" phase, and an end phase character-ized by a focus on reinforcing therapeutic gains. Because research has tended to concentrate on the mid-phase, less is understood about the transactions in the early build-up of the alliance. A consistent finding is that the alliance is established early in therapy, and early alliance ratings are slightly more predictive of outcome and dropout, compared to the mid-or late phases (Horvath & Symonds, 1991; Piper, Azim, Joyce, McCallum, Nixon, & Segal, 1991) . Horvath and Greenberg (1994) speak of a "good enough" early alliance, describing alliance development in the first phase of therapy as a series of windows of opportunity, decreasing in size with each session. Clearly, the beginning phase of the alliance is of critical importance and deserves close investigation.
There is evidence to suggest that the success of therapy may depend upon the ability of patient and therapist to resolve strains or ruptures in the alliance (Safran & Muran, 1996) , and there have been a number of attempts to develop models of such processes (Safran, Crocker, McMain, & Murray, 1990; Safran, Muran, & Samstag, 1994; Safran & Muran, 1996; Bennett, 1998) . A rupture is broadly conceived as a negative shift in the quality of the alliance, or an ongoing problem in establishing one. Although the term "rupture" suggests an intense event, ruptures may vary in intensity and duration-from subtle miscommunications between therapist and patient to major barriers in the establishment of the alliance. Importantly, ruptures could be viewed as moments in which the patient's schemas or working models are "acted-out" in the therapeutic context, representing a potentially vital part of the change process. Safran (1993) argues that the resolution of strains in the alliance could be critical in helping patients at risk of poor outcome through the provision of a "corrective emotional experience." The extent to which alliance ruptures occur in the early phase of therapy is not clear. It may be that some patients idealize the therapist in the initial stages of therapy, resulting in few ruptures. Equally, for patients who have difficulty establishing an alliance, fundamental issues such as mistrust may be present from the outset (Safran, 1993) .
Recently, with renewed interest in attachment theory, some researchers have conceptualized the therapeutic relationship from an attachment perspective (e.g., Holmes, 1997; . Attachment theory provides a framework for understanding the development of emotional attachments from infancy and through adulthood (Bowlby, 1969 (Bowlby, , 1973 (Bowlby, , 1980 Ainsworth, 1989) . Through interactions with their caregivers, children develop "internal working models" containing beliefs and expectations about the attachment figure and the self, which guide expectations, perceptions, and behavior in future relationships. A number of models of adult attachment have been developed, and empirical research has demonstrated the important influence of early attachment experience on adult relationships (e.g., Hazan & Shaver, 1987; Main, Kaplan, & Cassidy, 1985) .
There are two broad approaches to the measurement of adult attachment: the narrative approach of the Adult Attachment Interview (AAI; George, Kaplan, & Main, 1987) , and research utilizing self-report measures (e.g., Hazan & Shaver, 1987; Collins & Read, 1990; Bartholomew & Horowitz, 1991; Brennan, Clark, & Shaver, 1998) . There has been considerable debate about whether interview and self-report measures are tapping the same phenomena (see Crowell, Fraley, & Shaver, 1999 , for a review), fueled by poor convergence between the AAI and self-report measures. However, recent developments in self-report methodology (Brennan et al., 1998) and the increasing sophistication of other methods of assessing attachment (such as projective tests; e.g., West & Sheldon-Keller, 1994 ) and behavioral observation (e.g., Frayley & Shaver, 1998) highlight similarities and offer opportunities for progress in this field.
In an effort to resolve the question of whether attachment is best measured as categories or dimensions, Bartholomew and Horowitz (1991) proposed a two-dimensional, four-category model. The model allows the continuous rating of individuals on each of four attachment categories. The secure category represents individuals with positive working models of both themselves and others, who are neither anxious about abandonment nor avoidant of intimacy. The preoccupied category represents individuals with a negative self-model and a positive other-model, people who are anxious about their attachment needs but also display a drive for deep intimacy. The fearful category represents individuals with both a negative self-model and negative other-model, who are anxious about abandonment and rejection and so avoid intimacy. The dismissing category represents individuals with a positive selfmodel and negative other-model, who avoid intimacy but appear not to be anxious about abandonment. It is hypothesized that they have maintained a positive selfimage by distancing themselves from their attachment figures and conceptualizing themselves as self-reliant. Many researchers are now in agreement about the superiority of a latent dimensional model of attachment (Frayley & Waller, 1998; Brennen et al., 1998) . Cassidy and Shaver (1999) note that the two latent dimensions underlying adult attachment can be thought of either in cognitive terms (working models of self and other-the Bartholomew & Horowitz model), or conceptualized in relation to affective and behavioral processes (anxiety and avoidance-the Brennan et al. model).
There have been few empirical studies investigating the potential role of attachment orientation in the therapeutic situation. Horowitz, Rosenberg, and Bartholomew (1993) explored the link between patients' interpersonal problems and outcome in psychodynamic psychotherapy, finding that certain interpersonal problems (such as hostile dominance) were associated with markedly poorer outcomes. Mapping Bartholomew and Horowitz's (1991) model of attachment styles to these interpersonal problems, they hypothesized a link between attachment and likely outcome. found that both memories of early emotional bonds with parents and adult social competencies are significant predictors of alliance ratings. Comfort with intimacy was predictive of positive alliance ratings and a high level of anxiety in relationships was predictive of more negative alliance ratings. Satterfield and Lyddon (1998) examined the influence of attachment style on alliance in a sample of 63 patients in a University-based counseling clinic. Clients who rated themselves as secure on Bartholomew and Horowitz (1991) self-classification measure (the Relationship Questionnaire) were significantly more likely to form a positive alliance, while more fearful clients were more likely to form poorer alliances. They did not find an association between the preoccupied and dismissing style and alliance ratings.
The aim of the current study is to explore relationships between patient attachment orientation, the development of the early alliance, and reports of ruptures in the alliance in an outpatient clinic sample. The main research questions are:
1. Is attachment style associated with ratings of the quality and development of the alliance over time? 2. Is attachment style associated with frequency of rupture reports?
It is hypothesized that a more fearful attachment orientation will be related to lower alliance ratings and a more secure attachment orientation will be related to higher alliance ratings. As there has been no research to date linking attachment and rupture reporting, it is difficult to make specific predictions. However, attachment orientation should influence both patient and therapist experience of the process of establishing an alliance. Differences in the frequency of rupture reporting according to attachment orientation could suggest variation in alliance development.
METHOD
The study used a naturalistic design in which data was collected as a part of treatment-as-usual.
PARTICIPANTS
Therapists. Eleven therapists (seven male and four female), working in five outpatient clinics in London, agreed to participate in the study. Nine were qualified clinical psychologists, with experience ranging from 1 to 23 years post-qualification; the remaining two were clinical psychologists in their third (final) year of training. The numbers of patients seen by each therapist ranged from one to six (see Table 1 ).
Therapy received. Twenty-four patients received Cognitive Behavioral Therapy (CBT), three received Psychodynamic Therapy, one Cognitive Analytic Therapy, and two eclectic therapy (described as a "mix of CBT and Psychodynamic").
Patients. Initially, 43 patients agreed to participate in the study. Thirteen failed to return questionnaires, reducing the final sample for analysis to 30, comprised of 17 women and 13 men. The mean age was 34.7 (S.D. = 8.7). Twenty-five classified themselves as "White British," three as "White Irish," and two as "White Other."
INSTRUMENTS

Attachment.
The Relationship Scales Questionnaire (RSQ; Griffin & Bartholomew, 1994 ) is a self-report measure based upon Bartholomew and Horowitz's (1991) fourcategory model. It consists of 30 statements drawn from the paragraph descriptions in Hazan and Shaver's (1987) Adult Attachment Styles categorical measure (AAS) and Collins and Read's (1990) dimensional measure (Adult Attachment Scales). 1 Respondents rate how well they feel each statement fits their behavior in close relationships on a 5-point scale (1 = not at all like me, 5 = very like me) and each can be assigned secure, fearful, preoccupied, and dismissing scores.
The RSQ is highly correlated with the AAS (Brennen, Shaver, & Tobey, 1991) and shows quite modest convergent validity with the authors' own coded interview (Griffin & Bartholomew, 1994) . The internal consistency of the RSQ is variable across prototype and at times quite low (ranging from alpha = .41 for the secure prototype to alpha = .70 for the dismissing prototype). The test-retest reliability is moderate at .63 after eight months (Scharfe & Bartholomew, 1994) . Bartholomew and her colleagues have gone some way toward establishing construct validity for the model underlying the RSQ by demonstrating convergent and discriminant validity in relation to theoretically relevant outcome variables (Griffin & Bartholomew, 1994) .
Alliance. The Working Alliance Inventory (WAI; shortened version, Tracey & Kokotovic, 1989 ) was developed and validated in relation to Bordin's transtheoretical model of the alliance (Bordin, 1994) . It was also developed specifically for use in the early phase of therapy, making it particularly suitable for the current study. The shortened version of the WAI is a 12-item self-report measure which uses a 7-point Likert rating scale (1 = never, 7 = always), to yield both an overall score for alliance quality and three summed sub-scale scores:
1. Bond-the emotional bond of trust and attachment between patient and therapist 2. Goals-the degree of agreement concerning the overall goals of treatment, and 3. Tasks-the degree of agreement concerning the tasks relevant for achieving these goals.
It demonstrates a similar factor structure to the full-length version, as well as acceptable internal consistency (.98 for the global patient score and .95 for the global therapist score) and reliability estimates (test-retest reliability of .83 across a twoweek period; Tracey & Kokotovic, 1989; Horvath & Greenberg, 1994) .
Ruptures. There is no agreed-upon terminology or methodology for detecting ruptures, and an unpublished self-report measure was used, which was based on one developed and piloted by Safran and colleagues (Safran, personal communication) which asks both patients and therapists to indicate whether they experienced any significant disruptions to their experience of the therapy process. No reliability data is available for this measure.
PROCEDURE
At the end of the first assessment session, therapists informed patients of the research project and gave them an information sheet, consent form, and attachment questionnaire. If willing to participate, patients were asked to return the consent form and attachment questionnaire the following week, posting it either directly to the researcher or in a posting box made available in the clinic reception area. Reflecting the study focus on the early phase of therapy, the WAI and Rupture Questionnaire were administered at the end of sessions 2, 3, 4, and 5. Following each session, therapists gave patients an envelope containing the WAI and Rupture Questionnaire, which they were asked to complete and post immediately. Therapists also completed corresponding versions of the WAI and Rupture Questionnaire at the end of sessions 2 through 5.
RESULTS
Descriptive data for the RSQ are detailed in Table 2 . As shown in Table 3 , the attachment dimensions are highly interrelated.
RELATIONSHIP BETWEEN ATTACHMENT STYLE AND ALLIANCE
Correlation and multiple regression statistics were conducted and the results provide partial support for some of the hypotheses. Table 4 presents the correlations between the RSQ and patient-and therapistrated WAI. In line with predictions, the fearful dimension was negatively correlated with alliance. This was significantly true of the patient-rated task subscale at session 3 and the global alliance score, goal, and task subscales at session 5. It was also significantly true of the therapist-rated goal subscale at session 2. Also as predicted, the secure dimension was positively correlated with alliance. This was significantly true of the therapist-rated global alliance score and bond subscale at session 5. The preoccupied dimension was negatively correlated with alliance, though the relationships were not significant. Surprisingly, the dismissing dimension was positively correlated with alliance. This was significantly true of the patient-rated goal subscale at session 3.
Notably, there was a broadly similar picture when comparing the relationship between the attachment dimensions and both the therapist and patient alliance ratings, which increases confidence in the reliability of the findings. 2 The significant relationships between the attachment dimensions and the alliance mostly emerge over time, rather than being present immediately following the initial session, suggesting that attachment concerns become increasingly important as the alliance develops. To test this, multiple regression analyses were conducted following the correlations to provide an estimate of the independent predictive power of the attachment dimensions on the change in alliance ratings over time. Table 5 shows the multiple regressions comparing the attachment dimensions with alliance ratings at sessions 2, 3, 4, and 5. The initial (session 2) alliance level was controlled for in the regressions conducted in later sessions. The significance of the change in R squared (F-change) in Table 5 shows the effect of the attachment variables after controlling for the initial alliance level. The attachment dimensions were significant predictors of the change in the patient-rated alliance. This was true of the goal subscale at session 3, the bond subscale at session 4, and the global alliance score, bond and goal subscales at session 5. In line with the correlations, the fearful dimension predicted a negative change in patient-rated alliance over time. This was significantly true of the task subscale at session 3 and the global alliance score, goal and task subscales at session 5. After the initial alliance level was controlled for in the regression analysis, the preoccupied attachment dimension was a significant predictor of a positive change in the alliance over time. This was significantly true of the patient-rated bond subscale at session 4 and global alliance score and bond subscale at session 5. It was also true of the therapist-rated global alliance score at session 3 and the global alliance score and goal subscale at session 4. However, given the apparent discrepancy between the regression and correlation analyses on this point, interpretation of the result should be treated with caution. As Table  3 shows, the preoccupied and dismissing dimensions are highly multicolinear, raising concern that the result could be a suppressor effect (Darlington, 1968) . The dismissing dimension was also a predictor of positive change in the alliance over time. This was significantly true of the patient-rated global alliance score at session 3, global alliance score, bond and task subscales at session 4 and global alliance score and bond subscale at session 5. It was also true of the therapist-rated global score, bond and task subscales at session 3 and global score, goal and task subscales at session 4. Similar concerns about suppressor effects are raised, although there is less discrepancy between the correlation and multiple regression results.
RELATIONSHIP BETWEEN ATTACHMENT AND RUPTURE REPORTS
Overall, therapists reported more than twice as many ruptures when compared to patients; therapists reported tensions in 43% of sessions, compared with 19% of sessions by patients. Table 6 shows the correlations between the attachment variables and the frequency of patient-and therapist-reported ruptures. There was a highly significant positive correlation between the preoccupied attachment dimension and the rate of therapist-reported ruptures. There was also a significant negative correlation between the dismissing dimension and the rate of therapist-reported ruptures. The correlations between the attachment dimensions and the patient-reported rupture rate did not reach significance. The associations showed the same pattern as for therapists, suggesting that the lack of significance may have been due to the much lower rate of rupture reporting and corresponding reduction in statistical power.
In order to detect whether any bias between therapists in their reporting of ruptures could account for the above result, a random effects one-way analysis of variance was conducted to examine the therapist effects on both patient-and therapist- reported ruptures. There was no significant effect of therapist on patient-reported rupture rate (F = .72, df 10,17, p = .71). However, there was a significant effect of therapist on therapist-reported rupture rate (F = .40, df 10,17, p = .006). Two analyses were then conducted to attempt to test the association between the attachment dimensions and therapist-reported ruptures, while controlling for the effect of therapist (in which therapist was included with the preoccupied and then the dismissing dimension as continuous covariates). These analyses found that neither of the attachment dimensions were significant predictors of therapist-reported rupture rate (preoccupied dimension F = 2.99, df 1,15, p = .10; dismissing dimension F = 2.14, df, 1,15, p = .16). On the one hand, this might suggest that the significant correlation shown in Table 6 is the result of a reporting bias between therapists. On the other hand, and perhaps more likely, the lack of significance once this bias is controlled for may be due to sampling error and low statistical power. The similarity of the pattern between therapist and patient rupture reporting in relation to the attachment dimensions supports the latter interpretation.
DISCUSSION
This study provides some support for the hypothesis that patient attachment orientation may be meaningfully related to alliance development in the early phase of therapy, with significant relationships found between the attachment dimensions and alliance ratings, as well as between the attachment dimensions and the frequency of rupture reporting. As predicted, both correlation and multiple regression statistics found that fearfulness in attachment was associated with lower alliance ratings. Also in line with predictions, correlation statistics found that security in attachment was significantly associated with higher therapist-rated alliance. These findings are congruent with those of Satterfield and Lyddon (1998) , and suggest that an attachment system characterized by anxiety about attachment and avoidance of intimacy may hinder alliance development. Further to their findings, the present study suggests that attachment concerns may have more of an impact on alliance as it develops over time.
In the multiple regression analysis, the preoccupied attachment dimension was significantly associated with improvements in alliance ratings over time. This could suggest that, despite high levels of anxiety about relationships, the highly preoccupied individual's strong drive for intimacy might enable them to develop a better alliance as therapy continues (though, as discussed above, this result may not be robust, and so this interpretation can only be made with caution). Surprisingly, the dismissing attachment dimension was also related to positive change in alliance ratings over the course of the early sessions. While caution is again recommended in interpreting this result, Mallinkrodt, Gantt, and Coble (1995) also found a cluster of patients they called reluctant, who reported good alliances but demonstrated an unwillingness to participate in the self-revealing tasks of psychotherapy. They suggested that the reluctant cluster might correspond with Bartholomew and Horowitz' dismissing category, and that their high alliance ratings might have been influenced by a degree of denial of their difficulties. The current results raise the question of whether preoccupied or dismissing attachment systems could facilitate genuinely good alliances or whether their alliance ratings could reflect a superficial view of the alliance influenced by the sorts of defenses likely to be employed by such patients in their interactions with others (e.g., idealization or denial). The result could also reflect a therapist response to different attach-ment orientations -Hardy, Stiles, Barkham, and Startup (1998) examined responses to patient attachment styles, and found that therapists tended to adopt more affective and relationship-orientated interventions in response to clients with an overinvolved (preoccupied) interpersonal style, and more cognitive interventions with patients characterized by an underinvolved (dismissing) interpersonal style. It is possible that therapists in the current study skillfully adjusted their approach to achieve a better match with the interpersonal needs of more preoccupied and dismissing patients, facilitating the positive development of the alliance over time.
The phenomenon of ruptures in the early alliance has been underresearched, though results from this study suggest that they occur fairly frequently. However, there were marked differences in therapist and patient reports; while therapists reported ruptures in almost half the sessions, patients reported them in just under onefifth. It is not clear whether this reflects a real difference in awareness of tension, a difference in attribution, or a reporting bias (for example, related to therapists' awareness of the researchers' interest in alliance issues). Whether agreement on ruptures could be used as an index of alliance quality and whether it relates to attachment concerns could be a question for further study.
Overall, the results suggested that high preoccupation/low dismissingness in attachment orientation might be related to the experience of more tension in the therapeutic alliance. It is tempting to connect this differential rupture reporting to "hyperactivating" and "deactivating" attachment strategies (Cassidy & Kobak, 1988) and the current findings certainly highlight very interesting future research possibilities. However, future researchers would need to consider potential therapist effects if utilizing a self-report methodology.
The small sample size and nature of the naturalistic methodology limit the generalizability of this study. The opportunistic sampling means that the population may not be representative of typical therapist or clinic populations. In addition, different therapists used different treatment methods and saw different numbers of patients; this, in combination with the small sample size, makes it difficult to assess the influence of therapist effects.
Alliance research is moving beyond linking alliance and outcome to an understanding of how the alliance is constructed. The present study aimed to explore the possible role of attachment style in alliance development. The findings suggest that certain attachment orientations might predispose the alliance to particular problems. Further research is needed to see if the findings could be replicated with a larger sample, and to study attachment-related phenomena in the therapy situation in more detail. An understanding of how attachment patterns are enacted in the therapy relationship would have implications for training and practice, enabling clinicians to be more alert to threats to the alliance, more sensitive to the form that these threats might take, and less likely to respond in a countertherapeutic manner which confirms client expectancies.
Zusammenfassung
In dieser Studie wurde die Beziehung zwischen der Bindungsorientierung erwachsener Patienten und der frühen therapeutischen Allianz untersucht. Bindung wurde mit Hilfe von Selbstbeschreibungen nach der ersten Therapiesitzung erfaßt. Die therapeutische Allianz wurde untersucht durch Bewertungen der Qualität der therapeutischen Beziehung und Berichte über Brüche nach den frühen Sitzungen, die sowohl die Patienten als auch die Therapeuten abgaben. Die Stichprobe bestand aus 30 ambulanten Patienten, die durch 11 erfahrene Therapeuten behandelt wurden. Korrelations-und Regressionsstatistiken stüzten die Hypothese partiell, wonach Beziehungen zwischen Bindungsorientierung und Aspekten der therapeutischen Allianz bestehen. Gemäß der Vorhersage war eine ängstliche Bindung eher mit niedrigeren Allianzbewertungen assoziiert (signifikant mit den Patientenbeurteilungen der Sitzungen 3 und 5 und den Therapeutenbeurteilungen der Sitzung 2). Sichere Bindung dagegen war mit höheren Allianzratings verknüpft (signifikant im Falle der Therapeutenratings von Sitzung 5). Verwickelte Bindung und abweisende Bindung waren eher mit einer Verbesserung der Allianzbewertungen über die Zeit assoziiert, obwohl sich im Hinblick auf die Reliabilität des Befundes einige Fragen ergaben. Zusätzlich variierte die Häufigkeit von Brüchen der therapeutischen Allianz in Abhängigkeit von der Bindungsorientierung. Verwickelte Bindung war eher mit Brüchen der Allianz verbunden, abweisende Bindung mit selterenen Brüchen. Abschließend werden die Implikationen der Befunde für die Klinik und zukünftige Forschung diskutiert. Résumé Cette étude a investigué la relation entre l'orientation de l'attachement de patients adultes et l'alliance thérapeutique précoce. L'attachement a été mesuré par une auto-évaluation suite à la première séance de thérapie. L'alliance a été évaluée sur la base de jugements de la qualité par patients et thérapeutes et de constats de rupture à la suite de séances précoces. L'échantillon s'est composé de 30 patient ambulatoires en psychologie clinique traités par 11 thérapeutes expérimentés. L'analyse statistique de corrélation et de régression multiple a procuré un soutien partiel pour les relations hypothétisées entre orientation d'attachement et constats de qualité d'alliance et de rupture. En accord avec nos prédictions, l'attachement anxieux a été associé à des alliances plus basses (de façon significative, pour les jugements des patients au sujet des séances 3 et 5, et des thérapeutes pour la séance 2), et l'attachement sécure a été associé à des alliances plus hautes (de façon significative, pour les jugements des thérapeutes à la séance 5). Les attachements préoccupé et détaché ont été associés à une amélioration de l'alliance au cours du temps, avec une interrogation cependant au sujet de la fidélité de ces résultats. Par ailleurs, la fréquence des constats de rupture a varié en fonction de l'orientation de l'attachement. L'attachement préoccupé a été associé avec plus de constats de rupture, l'attachement détaché avec moins. Des implications pour la compréhension clinique et de futures recherches sont discutées.
Resumen
Este estudio investigó la relación entre el tipo de apego de pacientes adultos y la alianza terapéutica al comenzar el tratamiento. El apego se evaluó a continuación de la primera sesión de terapia. La alianza fue estudiada usando los informes de las evaluaciones hechas en las primeras sesiones por paciente y terapeuta en cuanto a la calidad de la alianza y a las rupturas. La muestra consistió en treinta pacientes externos de psicología clínica tratados por once terapeutas experimentados. Las medidas estadísticas de correlación y regresión múltiple dieron un apoyo parcial a las hipótesis hechas sobre la relación entre el tipo de apego y la calidad de la alianza y sus rupturas. En línea con las predicciones, el apego ansioso se asoció con evaluaciones más bajas de la alianza (en forma significativa, con evaluaciones hechas por los pacientes en las sesiones 3 y 5 y evaluaciones por el terapeuta en la sesión 2), y el apego confiado se asoció con evaluaciones más altas de la alianza (en forma significativa, con evaluaciones del terapeuta en la sesión 5). Los apegos dependiente y rechazante se asociaron con mejorías en las evaluaciones de la alianza a lo largo del tiempo, si bien hubo ciertas dudas acerca de la confiabilidad de estos hallazgos. Además, los informes sobre la frecuencia de la ruptura variaron con el tipo de apego. El apego preocupado se asoció con rupturas más frecuentes y el apego rechazante se asoció con una frecuencia menor de rupturas. Se discuten las implicaciones de estos datos para la comprensión clínica y para la investigación futura.
